cardiac end, and it was he also who showed the action in constricting the opening of the branches of the sympathetic through the great splanchnic. That seems to be the mechanism which is irritated and which produces the closure of the orifice in these cases. In Mr. Harmer's case we saw that the presence of a very small foreign body in the oesophagus will excite spasm quite out of proportion to the size of that body. In this discussion there has been no allusion to the superior constrictor of the oesophagus, I mean the circular fibres around its upper end, and their share in the mechanism, which is only second in importance to the closure of the lower end in these dilatations. Nothing was said as to the mode of opening of the mouth of the oesophagus, except that it was passive to boluses of food, whereas it has now been demonstrated that an active dilatation takes place in anticipation of the bolus through the action of dilator filaments.
Dr., HILL (in reply).
Mr. Shattock, Mr. Howarth and others have failed to grasp my meaning as to what takes place at the hiatus of the diaphragm during the last stage of the deglutitory act. In the same way that the opening up of the upper orifice of the gullet is dependent not on any intrinsic oesophageal action but on the pulling away of the larynx and cricoid plate from the spine by the hyoid and tongue muscles, so the opening up of the lower region of the gullet-the phreno-cardiac portion-is not mainly brought about by the intrinsic cesophageal musculature, but is mainly actuated by the musculature of the crura forming the margins of the hiatus. I draw on the blackboard an inferior view of the hiatal region at rest when it appears as a long lanceolate slit enclosing, the collapsed laterally compressed gullet. I maintain that whether or not there are inhibitory nerves which bring about dilatation of the cardia, the intrinsic gullet musculature is powerless to make the margins of the hiatus in the diaphragm assume a circular or elliptical form, which is a necessary antecedent to the expansion or patency of the previously collapsed and compressed gullet. If this phrenic mechanism is at fault it would explain functional stenosis at the hiatal level. There is no proof that hypertonic contraction or spasm occurs in these cases, for the endoscopic appearances are normal. As regards the drawings of Starck and Guisez, their pictures when they are not within the limits of normality are purely fanciful. Achalasia may possibly be a factor in functional stenosis at the hiatal level, but in my view the phrenic factor is necessarily of far greater importance, and has been too long ignored.
Professor SHATTOCK (in further comment).
One can imagine, indeed one is disposed to believe, that those phrenic fibres which surround the opening are inhibited in their contraction as the cesophageal contents pass. It is so in the case of the urethra.
When the bladder contracts to empty itself, the compressor urethrae relaxes, but the urethra does not expand, as Dr. Hill would suppose in the case of the cesophagus; it merely relaxes. But given such an inhibition, there is no reason why the aperture should be made round instead of remaining as an inert slit.
Dr. BROWN KELLY (in reply).
I have endeavoured to deal with the subject frbm a practical standpoint. In 1912, at Liverpool, I discussed the various theories that had been brought forward with regard to the aetiology of this affection. The opinions I have expressed to-day are founded on observation, and it remains for you to put them to the test.
The Pathology of (Esophagectasia (Dilatation of the (Esophagus without Anatomic Stenosis at the Cardiac Orifice).
Remarks by IRWIN MOORE, M.B.
I HAVE compiled the following notes and references relating to the unique series of specimens shown at this meeting. With one exception the drawings have been carefully executed by Mr. Thornton Shiells, under my immediate supervision, with the collaboration of Professor Shattock,. and in order to obviate the magnification caused by the cylindrical jars in which the majority of them are preserved, the preparations were submerged in a water bath with flat sides. Special care has been taken, ir each case, to depict the thickness of the cesophageal wall accurately, especially at the cardiac orifice. Owing to
